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Sailings of the Medical Service Corps 


KK From the MSC Director ¥ 


= MSCs! As we are now in full swing of the new year, we are looking for- 
ward to the opportunities that 2018 will bring. Some of you set resolutions and 
are making great strides; some of you may even be reframing your resolutions. Either 
way, continue to stay positive and pursue achieving your goals. 


The here and the now are wrought with uncertainty as the budget and the NDAA have 

created challenges, but I encourage you to view them as opportunities. The Deputy 

Surgeon General, RADM Moulton, has labeled this year as “the year of transition” and I 
see this as a chance for our community to exhibit leadership to our Sailors 
and for our patients. No matter what occurs organizationally, we are still Success is due to our stretching to 
committed to excellent care and that will always be our cornerstone — a the challenges of life. Failure comes 
cornerstone that our Corps has always led from. If you have questions or when we shrink from them. 
concerns about the changes, please communicate with your chain of com- 
mand or your specialty leader. We will continue to update the Corps via - John C. Maxwell 
The Rudder, quarterly VTCs and emails. 


Lastly, the MSC community has a rich heritage and we sadly lost our 9th Director, RDML Don Shuler, in December 
2017. Rear Admiral Shuler retired the year I entered the Navy, and my senior officers always spoke of him with a 
great deal of respect and affection. He was a gentleman dedicated to the advancement of the professionalism of our 
corps, and he will be sorely missed by his family and our community. His life is a reminder that heritage, excellence, 
and integrity matter. I encourage you to read to his Memoriam on page two. 


Iam extremely proud of the work that all of you are doing and look forward to what the future brings. Keep your 
head up and stay focused on work at hand and, as always, be the best version of yourself. I know you will continue to 


Cs — 


RDML Anne Swap 


excel. 
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The 9" Medical Service Corps Chief (1987-1991), 
Rear Admiral Donald E. Shuler, died in Orange Park, Flor- 
ida, on December 22, 2017. He was born in Winchester, 
Virginia on September 19, 1929. Enlisting in the US Navy 
in October 1945 as a hospital apprentice, he received his 
recruit training at Great Lakes, Illinois. Upon Graduation 
from Hospital Corps School, San Diego, California, he 
was assigned to Naval Hospital Dublin, Georgia. After 
completing a tour of duty at Naval Operating Base, Guan- 
tanamo Bay, Cuba in 1947, he was discharged and re- 
turned to Baltimore, Maryland, where he attended School 
at Baltimore City College. He later received a Bachelor of 
Arts from Chapman College, Orange County, CA. 


In 1949, Donald Shuler reenlisted and was as- 
signed duty at the dispensary, Marne Corps School, Quan- 
tico, Virginia. At the outbreak of the Korean War, he was 
assigned to Marine Fighter Attack Squadron 312 (VMF- 
312). He served in Korea for fourteen months and re- 
turned to Marine Corps Air Station, El Toro, California. 
While serving in Korea, Hospital Corpsman Third Class 
Shuler was awarded the Distinguished Flying Cross while 
evacuating Marines under heavy enemy fire from airfields 
in the vicinity of the Chosin Reservoir. Following duty and 
training at Naval Hospital Corona, California, and Medical 
Administrative Technician School, he returned to Marine 
Corps Air Station, El Toro, California, for duty in 1955. 
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In September 1956, Rear Admiral Shuler was 
commissioned as an Ensign in the Medical Service Corps. 
His subsequent assignments included Chief, Security Divi- 
sion and Assistant Chief, Patient Affairs, Naval Hospital 
Camp Pendleton, California; Naval School of Hospital 
Administration, Bethesda, Maryland; Administrative Of- 
ficer, Naval Station Dispensary, Barbers Point, Hawaii; 
Chief, Operating Services and Supply Officer, Naval Hos- 
pital Oakland, California; Chief, Data Processing Services, 
Naval Hospital Camp Pendleton, California; Chief, Fiscal 
and Supply Division and Administrative Officer, U.S. 
Naval Hospital Yokosuka, Japan. His senior leadership 
positions include Executive Officer, Naval Hospital Lem- 
oore, California; Director, Administrative Services, Naval 
Regional Medical Center, Portsmouth, Virginia; Com- 
manding Officer, Naval Regional Medical Clinic, Pearl 
Harbor, Hawaii; Deputy Commander/Chief of Staff, Naval 
Medical Command, National Capital Region, Bethesda, 
Maryland; and Commander, Naval Medical Command, 
Pacific Region, Barbers Point, Hawaii. Rear Admiral 
Shuler was selected to flag rank in 1985 and appointed as 
Director of the Medical Service Corps on May 1, 1987. 

He served concurrently as the Assistant Chief, Logistics, 
Bureau of Medicine and Surgery. Admiral Shuler was 
relieved by Rear Admiral Charles R. Loar and retired from 
the Navy in 1991. 


Rear Admiral Shuler’s personal decorations in- 
clude the Legion of Merit, Distinguished Flying Cross, 
Meritorious Service Medal (two awards). He is survived 
by his wife Ada Shuler (Guril) and his children, Katherine 
Ann, Donald Lee, Eric William 3 grandchildren and 5 
great grandchildren. He was preceded in death by his son 
John Alfred. Admiral Shuler will be buried at Arlington 
National Cemetery surrounded by his wife, family and 
friends at a future date. 
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Commander Morris “Mo” Damato MSC, USN, 
(Ret.), Naval Aviation Physiologist #4, passed away on 
Sunday, December 24, 2017. As one of the forefathers 
and plank holder of the Aerospace/Operational Physiology 
Program during its earliest stages of program evolution, he 
was mentor to many of the double-digit Aviation Physiolo- 
gists, and his legacy lives on in the current generation of 
AOPs. I think he would be shocked to see how far we 
have come. 


Morris was born Mauro Giovanni on June 3, 1926 
in Shenandoah, PA to immigrant parents from Southern 
Italy who taught him the importance of family, faith and a 
strong work ethic. He was commissioned an officer in the 
Medical Service Corps with the United States Navy fol- 
lowing graduation from the Pennsylvania State University 
and graduate studies at the University of Pennsylvania. As 
the Director of Physiology, his team was instrumental in 
modifying and enhancing the "G-suit" worn by military 
pilots and astronauts to minimize the effects of g-forces 
when pulling high G's. He helped guide research on a pro- 
totype Tactical Jet Aircraft oxygen mask in early 1970 to 
assess potential leakage due to facial hair. The findings 
were eventually published in a Naval Air Development 
Center report. Military tours of duty included Philadelph- 
ia, PA, Corpus Christi, TX, El Centro, CA, Pensacola, FL 
and NAVAIR, Washington, DC. More important than his 
naval career was his love of family and the examples set 
for perseverance, diligence, and integrity while maintain- 
ing a sense of humor. Morris was preceded in death by his 
wife of 59 years, Helene Gillespie Damato--his "Helena 
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Maria"-who after raising six children, they traveled 
throughout Europe, annual trips to Sanibel Island, regular 
visits to their home near the Delaware shore, and visiting 
friends and family. He was also a 4th degree Knights of 
Columbus, past Grand Knight, and volunteered frequently 
with parish and diocesan organizations. Survivors include 
his six children, Neil John Damato (Mary Ann), Maureen 
Damato Massie (Michael), James Joseph Damato 
(Patricia), John Anthony Damato (Rexann), Ellen Damato 
Papp (Huba), and Mark Thomas Damato (Kristin); his 14 
grandchildren, Jaclyn, Katherine (Brian), Nicholas, Lau- 
ren, Jessica (Zach), Patrick, Logan, Hope, Grace, Olivia, 
Brendan, Siena, Collin, and Sophia; great-grandchild, Ga- 
briela; and numerous nieces and nephews. A rosary ser- 
vice will be held at 6 p.m. on Tuesday, January 2, 2018 at 
Covenant Funeral Service, 1310 Courthouse Rd., Stafford, 
VA. The family will receive friends following the rosary 
service until 8 p.m. A Mass of Christian Burial will be 
held at 10 a.m. on Wednesday, January 3 at Quantico Ma- 
rine Base Chapel. Burial will follow at noon at Quantico 
National Cemetery with a luncheon to follow. In lieu of 
flowers, donations may be made to the Knights of Colum- 
bus Fourth Degree Pro Deo and Pro Patria Scholarship 
Fund. 


CDR Damato is remembered by the NAPs he 
mentored as a consummate gentleman who wore the uni- 
form with the utmost grace and dignity. Not widely 
known among the AOP community is that Mo’s brother, 
Corporal Anthony P. Damato USMC, won the Congres- 
sional Medal of Honor and had a Navy ship named after 
him. 
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Frocking of Naval Personnel 


An early use of "frock" (15th century) referred to the 
long habit characteristically worn by monks. 
Through the centuries, frock came to describe vari- 
ous loose garments of some length. The "frock coat," 
which was a long-skirted garment coming almost to 
the knees, became a popular fashion for men in the 
early 19th century and was quickly adopted for mili- 
tary uniforms. It is feasible that the frock coat was so 
called because the length was reminiscent of earlier 
clothing articles. 


There is an alternative explanation for the term 
"frock coat." An ornamental closure, called a "frog," 
which consisted of a spindle-shaped button passing 
through a loop of material or braid, was typical on 
military uniforms at least as early as the mid-18th 
century. The expression could have evolved from 
frog coat to frock coat. 


Our assumption is that the current usage of 
"frocking" is in some way related to the officer's 
frock coats. The verb form "to frock," relating origi- 
nally to the monk's cloak, meant "to (Continued on 


page 5) 


NAVADMIN 288/17 SUBJ/EARLY SEPARATION POLICY NAVADMIN CANCELLATIONS/ 
RMKS/1. References (a) and (b) are cancelled. 


2. We are in a growing Navy. This requires more people, at a time when we are still working our way 
back to desired sea duty manning levels, and when the competition for talent is especially keen. 
We will certainly recruit and train many more Sailors to help meet these demands, but that will 
not be enough. 


3. Retention of every capable Sailor will be critical to the operational readiness of the Navy. Therefore 
all early out programs and minimum service requirement waiver programs are cancelled. Service 
commitments such as enlistment contracts, service obligations for accepting promotions, bonuses, 
education, etc., are expected to be fulfilled. 


4. Service members experiencing difficulty in fulfilling obligated service requirements are encouraged 
to work with their chains of command and detailers to examine available alternatives to complete 
their obligation, to include reassignments to other duties for humanitarian reasons, in line with 
reference (c). 


5. It has been decades since the last period of major personnel growth in our Navy. You will see many 
additional policy changes in the coming weeks and months to set us on the right course. However, 
the most important tool we have is deckplate leadership and its ability to influence retention. The 
Navy is counting on each of you. 6. Released by VADM R. P. Burke, N1.// 
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Medical Service 
Corps Facebook 

|| Closed Group 

If you would like to 
join, please go to 


Newsletter Submissions 
Pictures, stories, and 
any other input can be 
submitted by forward- 
ing to: 


For pictures, please 
include location, rank, 
first and last name, 
subspecialty, and a 
short caption. 


When making submis- 
sions, please ensure 
photos have been ap- 
proved by your local 
Public Affairs Officer 
prior to submission. 


Newsletter Editor 
LCDR V. Deguzman 
Newsletter Staff 
LCDR E. Polonsky 
LCDR D. Zweiback 
LT L. Brown 

LTB. Tice 
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(Continued from page 4) 
z , invest with priestly office or privilege." Perhaps this idea of 

establishing position by the donning of a particular garment is 

_ resurrected here. Another explanation for the link between the 
term and the practice is that the early undress uniform for a 
midshipman was a short coat whereas that for a lieutenant was 
a frock coat. When a midshipman was appointed to act in the 
capacity of a lieutenant, he wore the uniform of the latter. In 
this instance, it could be said he was "frocked." 


Regarding the practice of frocking itself, there are various in- 

stances in Navy Regulations at least as early as 1802 of per- 

sonnel assuming the uniform of the next higher rank, not nec- 

essarily with higher pay, when appointed by proper authority 

to assume the duties and responsibilities of that rank prior to 

actual promotion. These appointments were sometimes tempo- 
rary as when it was necessary rapidly to swell the ranks during war time, especially in the Civil War. Other instances 
concerned a commander's need to fill an unforeseen vacancy for which there was no one of equal rank. In this case, a 
junior who was qualified for promotion would assume the uniform and duties pending approval by the Navy Depart- 
ment. 


The practice that we currently refer to as frocking has been in common usage in one form or another throughout the 
Navy's history. There does not seem to be a definite point however at which the practice was first established. The 
original use of the term "frocking" to describe the current policy is also unclear, but probably is of recent vintage as it 
does not appear in earlier documents (18th-19th century). The 1974 version is the earliest Bureau of Naval Personnel 
Manual to contain the policy itself and refer to it as "frocking." 
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Current global surveillance indicates 
that multidrug resistant (MDR) bacte- 
ria are emerging at an alarming rate. 
There is also a significant concern 
about the potential of generating high- 
ly virulent microorganisms using ge- 
netic engineering, synthetic biology, 
and advanced biochemical techniques. 
Within this context, alternative treat- 
ments must be sought and developed. 
Bacteriophages (phage) are bacterial 
viruses, the most abundant organisms 
on the surface of the earth, and known 
to be bacterial killers. Furthermore 
without any partiality, phage kills both 
MDR and non-MDR bacterial patho- 
gens. In this regard, properly formulat- 
ed phage cocktails are highly effective 
for overcoming emergent antimicrobi- 
al resistance (AMR) specific to any 
bacteria. 


In the October 2017 Antimicrobial 
Agents and Chemotherapy paper, we 
reported the development and applica- 
tion of a phage-based therapy used to 
treat a variety of MDR bacterial infec- 
tions in humans. Specifically, our pro- 
cess of identifying select combinations 
of broad spectrum phages proved to be 
successful at controlling an MDR 4. 
baumannii infection and at overcom- 
ing the emergence of bacterial phage 


Share your photos, sea stories, and BZs to 
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resistance in a critically ill patient at 
the University of California, San Die- 
go (UCSD) following an FDA- 
approved emergency request. Within 
48 hours the Phage Science Division 
of our Genomics & Bioinformatics 
department, guided by our phage ex- 
pert Dr. Biswajit Biswas, was able to 
compound a cocktail of phages select- 
ed against the patient’s infecting A. 
baumannii clinical bacterial isolate, 
referred to here as the “7P strain”. 
The screening of BDRD’s vast bacteri- 
ophage library focused on 98 phages 
that were specific to A. baumannii 
bacteria the results of which indicated 
the presence of ten very virulent candi- 
dates. Following further analysis, we 
down-selected to the four most active 
phages to reduce the possibility of the 
bacteria developing resistance to virus- 
es which could be needed later. The 
phages were grown (amplified) in 
large numbers on the 7P strain, puri- 
fied using a cesium chloride density 
gradient, and sent to Dr. Robert 
Schooley, the treating Infectious Dis- 
ease physician at UCSD. The clinical 
team at UCSD also included Dr. Kim 
M. Kerr, the patient’s critical care at- 
tending physician and wife of Navy 
Medicine West Commander, RDML 
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Paul Pearigen. The compounded phage 
cocktail was administered as an FDA- 
approved, intravenous infusion to treat 
the patient’s systemic infection and 
represented the first time in U.S. medi- 
cal history that intravenous phage ther- 
apy was administered to a human for 
any indication. 


Within 48 hours of injection, the pa- 
tient, who had been in a coma, awoke. 
Within 7 days the patient’s tempera- 
ture and white blood cell count re- 
turned to normal. Saliently, following 
the introduction of the phage cocktail, 
it was found that the MDR 7P strain 
had become re-sensitized to several 
antibiotics to which it had previously 
been resistant. Such a phenomenon is 
seen when bacteria try to resist multi- 
ple simultaneous assaults at once. 


(Continued on page 7) 
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(Continued from page 6) 


By the 21st day following the initial 
spite an unrelated septic episode due to 


Bac 


teroides thetaiodomicron, the 
patient had stabilized clinical- 
ly, no longer required respira- 
tory support, and had begun 
physical therapy. Phage thera- 
py continued for an additional 
eight weeks as iterations of 
the original cocktail were ad- 
ministered during which time 
the patient continued to im- 
prove and eventually returned 
to work. 


LCDR Theron 
Ph.D. 

Head, Dept. of Genomics & 
Bioinformatics 

Biological Defense Research 
Directorate 

Naval Medical Research Cen- 
ter - Frederick 

Fort Detrick, MD 21702 


Hamilton, 


LCDR Hamilton received a Ph.D. in 
physical chemistry from Brown Uni- 
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ogy, Cell Biology & Biochemistry De- fense, and global disease surveillance 


partment. LCDR Hamilton’s current for early pathogen detection and re- 
assignment consists of two critical du- sponse, as well as the development of 
ties. His first and primary duty is head novel bacteriophage therapies for mul- 


of the Genomics & Bioinformatics De-_ ti-drug-resistant bacterial infections in 
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FIG 1 Clinical course before and during the initial phase of bacteriophage therapy. Positive blood cultures 
are depicted above the graphic data, whereas antibiotic and phage administration are Indicated below. 


partment at NMRC-BDRD. The 32- 
person department (scientists, gradu- 
ate students, and technicians) applies 
next generation sequencing (NGS), 
bioinformatics, expression profiling, 
biomarker characterization, and bac- 


versity in 2007 followed by a post-doc teriophage expression systems to the 


in Brown University’s Molecular Biol- 
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study of infectious diseases, biode- 


service members. His sec- 
ond duty at BDRD is as an 
OIC of a deployable biolog- 
ical weapons detection team 
assisting SOCOM partners 
on 2 CJCS ‘Priority-One’ 
classified biodefense mis- 
sions. On mobile lab mis- 
sions he leads 2-3 enlisted 
Lab Techs in the generation 
of actionable data on the 
presence or absence of bio- 
logical threats for COCOM 
commanders. As of FY-17, 
LCDR Hamilton is the PI on 
13 competitively-funded re- 
search projects and respon- 
sible for the generation of 
close to $3.5M in research 
funding for his department's 


work, In July of 2018 he will transition 
to XO of Navy Drug Screening Lab, 
Jacksonville. 


Navy Dietitians are your around-the- 
world, go-to food and nutrition experts 
ready to translate the ever-evolving field 
of nutritional science into every day prac- 
tical application. They, too, are your ad- 
vocate for a healthier military nutrition 
environment. 


A dietitian’s training background and ex- 
perience make them incredibly versatile. 
Over the course of a military career, they 
will have worked in medical nutrition ther- 
apy in the inpatient and outpatient setting, 
wellness and health promotion, business, 
supply, administration, barracks manage- 
ment, contracting, and possibly construc- 
tion and galley/mess decks design. They 
also become knowledgeable in equipment, 
technology, safety, environmental and 
green initiatives, such as recycling, com- 
posting, sustainability and reduction of 
waste. 


Seven of the 32 Active Duty billets are 
one-of-one, whereby the dietitian likely 
serves as the Department Head, Food Ser- 
vice Officer (FSO), Clinic Manager and 
clinician. 


CLINICAL DIETETICS 


Navy Dietitians serve as part of the med- 
ical multi-disciplinary team to treat the 
sick and injured; nutrition intervention is 
often the first treatment that patients re- 
ceive. Dietitians provide nutritional 


dietitians; chronic conditions are responsi- 
ble for costly hospital readmissions. Dieti- 
tians are involved in teams looking at 
ways to reduce readmissions that have a 
nutritional component. Some examples 
include: poorly controlled diabetes, mal- 
nutrition and congestive heart failure. 
Other clinical improvements and initia- 
tives underway are executing tele-health, 
reducing clinic no-show rates, implement- 
ing new classes such as plant-based eating, 


CDR Tinsika Riggs (left), ASL, received 
a plaque from CDR Kelly Mokay (right), 
SL, at the department’s farewell ceremo- 
ny at NMCSD. 


screening, assessments, medical nutrition 
therapy (MNT), nutrition counseling and 
education on the inpatient wards and out- 
patient clinics to prevent, treat and manage 
disease. Behavior modification techniques 
are commonly integrated into outpatient 
therapy. Depending upon the Military 
Treatment Facility (MTF), a dietitian may 
treat the full life-cycle, neonates to geriat- 
rics as well as end of life. 


Many complex and chronic conditions 
require close monitoring and evaluation by 


offering cooking classes and holding after- 
school nutrition education sessions with 
overweight and obese children and their 
family members. 


Navy Dietitians are involved in joint multi 
-disciplinary clinical working groups 
(WG), such as the Department of Defense 
(DoD) Food and Nutrition Committee’s 
Medical Nutrition Therapy WG; DoD Ob- 
structive Sleep Apnea/Insomnia Clinical 
Practice Guideline (CPG); Bureau of Med- 
icine and Surgery Perinatal Subcommittee 


Advisory Board’s Lactation WG; Elec- 
tronic Health Record (Genesis). 


FOOD MANAGEMENT 


Food service operations are often unpre- 
dictable and require a ‘Semper Gumby’ 
attitude. The day-in-day-out operation, 
alone, can be a challenge. Throw ina util- 
ity failure (i.e. power, water, gas or steam 
outage) or a procurement issue (i.e. food 
recall, not-in-stock, a barge schedule, im- 
minent typhoon or local labor strike), 
which are not uncommon, and the menu, 
which drives the operation, may derail. 
The dietitian becomes intimately familiar 
with contingency operations and utility 
management. Hospital ship deployments, 
while exciting and rewarding for those 
who augment, require careful preparation 
and planning by the FSOs to adjust to a 
~50% reduction in staffing. In the end, 
food service dietitians oversee the success- 
ful preparation and delivery of hundreds to 
thousands of meals per day and an operat- 
ing budget that often surpasses six figures. 


Food service dietitians work at the MTFs 
with enlisted Culinary Specialists (CSs). 
Naval Hospitals and Medical Centers are 
considered shore rotations for CSs. 
Ashore galley operation may be similar to 
afloat operations; however, intricate 
knowledge of therapeutic diets and the 
process and procedures for patient feeding 
are not within the CS rate skillset. The 
food service dietitians train and guide CSs 
on the patient tray production line and in 
the Diet Office. The dietitian and CSs 
work together to plan and execute top 
notch command-level functions, as well as 
cultural heritage and holiday special 
meals. 


Many exciting programs have been imple- 
mented by dietitians and CSs to provide 
healthy and nutritious meals that support 
readiness. The “Go for Green” campaign 
is a program and color-coded system de- 
signed to guide consumers to the healthiest 
options offered at galleys Navy-wide uti- 
lizing “point of sale” signs and charts. 
Incorporating more healthy options into 
galley menus like infused waters, specialty 
salads and healthy “Grab N’ Go” options 
provide consumers a new way to incorpo- 


The interior of a Mobile Kitchen Unit at the Joint Field 
Nutrition and Operations Course (JFNOC). 


rate better choices into their busy sched- 
ules. Micro-markets that offer easily ac- 
cessible healthy options are a new concept 
showing up on bases and in the MTFs, so 
keep a look out! 


Navy Dietitians are making strides in of- 
fering inpatients innovative programs for 
meal delivery, such as room service. This 
patient-centered system and approach re- 
duces food waste and has been the corner- 
stone for significant improvements in pa- 
tient satisfaction and cost-savings at hospi- 
tals nation-wide. Always keeping patient 
safety in mind, dietitians are working pro- 
cess improvement and Lean Six Sigma 
projects to reduce inpatient meal delivery 
errors. 


Dietitians practice fiscal responsibility and 
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maintain environmentally conscious prac- 
tices. Many MTF galleys recycle and 
have been able to implement food com- 
posting programs, a practice that diverts 
thousands of tons of waste from local 
landfills, which decreases costs and solidi- 
fies the Navy’s partnerships with commu- 
nities committed to environmental stew- 
ardship. Food service dietitians are also 
looking at ways to decrease take-out con- 
tainer use and overall non-hazardous waste 
for their respective commands. 


Navy food service dietitians 
are involved in joint WGs, 
such as DoD Food and Nu- 
trition Committee’s Military 
Nutrition Environment WG 
and Go for Green (G4G) 
WG. 


ABOARD NAVY SHIPS 
AND IN THE FIELD 


Navy Dietitians serve on the 
two hospital ships, the USNS 
Comfort and Mercy, as clini- 
cians and patient feeding 
supervisors. They liaise 
with Supply Corps officers 
in S-2 (food service) to pre- 
pare and deliver therapeutic 
meals to patients admitted to the inpatient 
wards. Dietitians collaborate with their 
critical care team members to provide spe- 
cialized nutrition support; they educate the 
local population about food safety, prepa- 
ration and storage before, during and after 
disasters; they conduct health fairs cover- 
ing topics ranging from basic nutrition to 
managing chronic conditions, such as dia- 
betes; they assist local ministries of health 
in identifying populations who may be at 
nutritional risk. During Continuing Prom- 
ise and Pacific Partnership missions, Navy 
Dietitians often spend time with partner 
nation public health personnel to collabo- 
rate on key nutritional messaging and edu- 
cation needed for their local population. 
While underway the dietitians may pro- 
vide nutrition education to the ship’s crew 


and counsel Sailors on the Fitness En- 
hancement Program (FEP). 


Navy dietitians do not have the opportuni- 
ty to be assigned to naval vessels, but may 
go underway via temporary additional 
duty when requested by the ship. They 
work in Medical and Supply as consultants 
and educators. The dietitians provide 
MNT to identified crew with medical con- 
ditions, i.e. hypertension and hyper- 
lipidemia, as well as nutrition education 
briefs for those interested. The dietitians 
assess the menus, ship stores and vending 
options, ultimately to optimize the health- 
fulness of what Supply has access to and 
are able to offer the crew. 


Reserve Dietitian, CDR Brandee Op- 
pelt, participated at the Army’s Joint 
Field Nutrition and Operations Course 
(JFNOC). 


SPECIALTY SPOTLIGHT: CLINICAL DIETETICS & 


FOOD MANAGEMENT 


Every year, the US Army invites Navy 
Dietitians to attend the Joint Field Nutri- 
tion Operations Course (JFNOC) at Camp 
Bullis, Texas. The course is designed to 
provide information, hands on training, 
and realistic scenarios that will prepare 
them as dietitians and leaders both in war 
and operations during peacetime. JFNOC 
training is based on best practices in the 
field, lessons learned from the wartime 
mission, detainee operational scenarios, 
and humanitarian deployments from 
across the globe. The majority of the 
course is conducted in a field environment 
with a high up-tempo and team-based em- 
phasis. The dietitians become familiarized 
with field equipment, the preparation of 
modified diets in the field, transportation 
and service of meals to patients, sanitation 
and safety of equipment, resource procure- 
ment and management in the 

field. Instruction and practical exercises 
are also provided in the area of leadership 
challenges in a deployed setting and the 
responsibilities of the dietitian in stability 
and support operations. 


LT Nelson Guadalupe at Naval Hospital 
Guantanamo Bay, Cuba providing nutri- 


tion education to a Marine. 


LTJG Mari Moffitt, stationed at Naval 
Hospital Bremerton, is the first Navy Die- 
| titian to use the new Electronic Health 
Record (EHR). 


Twelve of 32 dietitian billets are assigned 
to Expeditionary Medical Facility (EMF) 
platforms; this training is invaluable, and 
one would not obtain this at sea or in the 
MTFs. It is noteworthy that two Navy 
Dietitians are currently assigned as Com- 
manding Officers of EMFs; CAPT Patricia 
McCafferty leads Navy Reserve EMF Be- 
thesda and CAPT Kim Zuzelski, Naval 
Hospital Bremerton’s Executive Officer, 
EMF November. 


LCDR Amit Sood, Department Head 
and Food Service Officer at USNH Oki- 


nawa, assessing equipment in the Gal- 
ley. 


SPECIALTY SPOTLIGHT: CLINICAL DIETETICS & 
FOOD MANAGEMENT 


LT Tya Rowe, currently stationed at USNH Okina- 
wa, Japan conducted a series of Commissary Tours 
during National Nutrition Month, March 2017. 


READINESS THROUGH WEIGHT 
MANAGEMENT AND PERFOR- 
MANCE NUTRITION 


Navy Dietitians are committed to the read- 
iness mission. They are the lead educators 
requested to provide nutrition and weight 
loss briefs to Navy and Marine Corps line 
commands, FEP, Body Composition Pro- 
grams (BCP) and ShipShape classes, as 
well as to co-facilitate launching “Biggest 
Loser’ challenges within local Health and 
Wellness Programs. Our innovative clini- 
cians have begun the process for using 
telehealth, cooking classes, podcasts and 
YouTube to reach a wider and more tech- 
minded population. Navy Dietitians are 
also essential providers engaged in surgi- 
cal weight loss programs throughout Navy 
Medicine. 


Performance nutrition is a hot topic! Did 
you know that the right type, amount and 
timing of foods and fluids can promote 
optimal health and provide a sport/ 
performance advantage for physically ac- 
tive military members and the more elite 
and competitive? Navy Dietitians are 
trained to teach and prescribe the warfight- 
ers nutrient needs (macro- and micronutri- 


ents, fluids and 
electrolytes) and 
nutrient timing 
(i.e. before, dur- 
ing and after ac- 
tivity) taking the 
activity, food 
preferences, hy- 
dration, health, 
performance 
goals, physical 
characteristics, 
physique goals 
(i.e. less body fat, 
more muscle) and environmental factors 
(altitude, temperature and humidity) into 
consideration. They also teach and navi- 
gate the safe and appropriate use of dietary 
supplements and ergogenic aids. 


Performance nutrition and weight loss 
advice and information are endless, as are 
advertisements, infomercials and testimo- 
nials put out by the multi-billion-dollar 
industries. With a background in bio- 
chemistry and physiology and the support 
of credible resources, Navy Dietitians pro- 
vide an objective, evidence-based ap- 
proach to guide warfighters and their fami- 
ly members through this information and 
toward methods of safe and effective per- 


] r 


formance and weight loss. 


Many Navy Dietitians working in weight 
management and performance nutrition 
have access to the MedGem, a Food and 
Drug Administration-approved hand-held 
indirect calorimeter tool that measures 
oxygen consumption, in real-time, to de- 
termine resting metabolic rate. It aids the 
dietitian in developing a more individual- 
ized and accurate nutrition plan for the 
patient. 


Navy Dietitians are involved in joint per- 
formance groups, such as Department of 
Defense (DoD) Food and Nutrition Com- 
mittee’s Performance Nutrition WG and 
Dietary Supplement Subcommittee. 


LT Pam Gregory, OPNAV Dietitian, 
onboard the USS Gerald Ford with 
OPNAV staff to conduct fitness and nu- 
trition training. 
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SPECIALTY SPOTLIGHT: CLINICAL DIETETICS & 


FOOD MANAGEMENT 


RESERVE NEWS 


- One Reserve Dietitian recalled to 
Active Reserve; LT Mellendick works 
as the Reserve Component Medical 
Officer Community Manager 
(BUPERS 351). 

- CAPT Patricia McCafferty selected 
to serve as Specialty Leader for Navy 
Dietetics, Reserve Component; she is 
developing an MSC SSP AQD Manu- 
al. 

- CAPT Patricia McCafferty became 


thesda on 09 Dec 2017. 
- CAPT Christina Griffin served as the 
Acting XO at Naval Hospital Bremer- 
ton for two weeks in December 2017 
while CAPT Zuzelski was leading the 
EMF November training in California. 
- Reserve Dietitians continue to sup- 
port Innovative Readiness Trainings 


Clinical Dietetics & Food Management 
Subspecialty Code =1876 & 1877 


Active Duty Billets = 31 


(RT) and are billeted in most all of 
the IRTs. There is a need for dietitians 
on these missions to provide education 
for disease prevention. 


BECOMING A NAVY DIETITIAN 


- Achieve a Baccalaureate or Master’s 
degree in dietetics, food and nutrition, 
food service management, or public health 
nutrition. 

- Complete a dietetic internship, super- 
vised practice program or Coordinated 
Undergraduate Program (CUP), accredited 


by the Accreditation Council for Educa- 
tion in Nutrition and Dietetics (ACEND). 
- Pass the Commission on Dietetic Regis- 
tration's national dietetic registration ex- 
am. 

- Maintain continuing education. 


BSO-18 


Navy Dietitians are critical in keeping the 
service members of America’s Navy fit to 
fight! 


aD + 
CAPT Kim Zuzelski, Naval Hospital 
Bremerton’s Executive Officer and 
EMF November’s Commanding Of- 
ficer at field training at Camp Pend- 
leton. 


CONUS = 22 


OCONUS = 8 


Active Duty End Strength = 34 


Reserve Billets = 4 
Reserve End Strength = 5 


Non-BSO-18 
CONUS = 1 
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At some point in our careers, we will be given the opportunity to serve with one of the multitudes of highly effi- 
cient, deployable platforms that require medical support. When we receive orders to units such as these, many 
things cross our minds; questions such as: 


- Where will we deploy to? What have others experienced in our deployment area? 

- What official instructions will apply to our mission and the area we’re deploying to? 

- Are there any publications that can give me more knowledge about the area such as current health trends, health 
risks, etc? 


When we have the tools to perform at our maximum efficiency, we can reasonably expect to be able to achieve the 
goals we set. Before any deployment, KNOWLEDGE is one of the most important tools we can have. But how 
can we effectively increase our knowledge? Where can we keep our “tools of information” for easy access? 


The MSC OPERATIONAL SUPPORT TOOLBOX! 


A depository of information spread across 26 categories of deployment platforms. Team training presentations, 
Health Services Overviews, Officer toolkits and more are available for your use. Want to share your experiences? 
Start a discussion that others can learn from. Do you have valuable “tricks of the trade” or other information that 
can help your fellow MSC Officers perform in a stronger manner for their teams? Let’s publish them in the 
toolbox! 


al Sepport Toolbox | mationk Home - Internet txplorer 
+ Q Group: Nawy MSC Operaton... x J 


& Account Support © Logout 


@mnm a 


Tags 


Group Type: 
Members only 


Help! | am a USN MSC Officer 
currently in or about to go 
2 “MSC Strategic Goal Group (SGG) Operational Support (OS) 4 to an operational billet! 


Team 


& Carrier (CVN)/Casualty Recetving Treatment Ship (CRTS)(Medical 
Admin Officer (MAO) 


= Combatant Command (COCOM) 


“a Expeditionary Medical Facility (EMF) 


en re ee eT ee ne EE TTT] aoa ticnes v 


pon OO 5 oO jr a fF oe> Jae 


Visit the site and explore! If you have any questions, ideas or suggestions for the website, please contact one of the webmas- 
ters listed below: 


Webmasters: 
LCDR Ayessa Toler: Ayessa.b.toler.mil@mail.mil 
LT Erik English: erik.L.english.mil@mail.mil 


THe RUDDER 13 


Navy Medical Service Corps 


HOW DO I GET MY PATIENT HOME FROM 
OVERSEAS/DEPLOYMENT? 


By: LCDR Elmer L. Jimenez, MSC, USN Ramstein Air 
Base, Germany 


WHERE DOES MY PATIENT GO? Have you been 
deployed, onboard ships as Medical Regulating Control 
Officer/Medical Administration Officer, been stationed 
overseas or been with the Marines as Physician Assistant 
or Medical Planner in an exercise where you needed a pa- 
tient that you were caring for transferred or airlifted to a 
higher level of care? Have you ever wondered where your 
patient went or how they got back to their home station? 
Have you heard of an Air Force Form 3899 or patient 
movement request form? Have you heard of the Theater 
Patient Movement Requirements Center (TPMRC)? If you 
aren’t familiar with this process, then this is vital infor- 
mation you want to know and be familiar with if you are 
deployed, operating onboard ships, with Marine Units, 
Special Warfare or stationed overseas. 


WHAT IS TPMRC? TPMRCs are Joint units that 
work directly for the Unites States Transportation Com- 
mand Surgeon General (USTRANSCOM SG). There are 
three TPMRCs stationed throughout the world and are re- 
sponsible for different Combatant Commands. Each 
TPMRC functions as the focal point to validate, coordinate 
and communicate information for safe patient movements 
in the AORs. TPMRC-East is located at Ramstein Air 
Base, Germany and is responsible for patient movements 
in USAFRICOM, USCENTCOM and USEUCOM where 
majority of patient movement originates across the globe. 
TPMRC-West is located at Hickam Air Force Base, Ha- 
waii and is responsible for patient movements in PACOM. 
TPMRC-Americas is located at USTRANSCOM head- 
quarters at Scott AFB, Illinois, and is responsible for pa- 
tient movements in USSOCOM and the continental United 
States. 


There are four standard job positions at each 
TPMRC. Two of these positions are the patient movement 
controllers (PMC) and the patient movement operations 
officers (PMOO). They coordinate all the required eligibil- 
ity and administrative information. The other two positions 
are the patient movement clinical coordinators (PMCC) 
and the validating flight surgeons (VFS). They coordinate 
all of the clinical aspects of the patient movement. The 
responsibility of a TPMRC is to clinically and administra- 
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tively validate regulated patient movement requests 
(PMRs) for DOD-associated individual that need to move 
more than 100 miles for medical care. 


UNREGULATED VS REGULATED An unregulated 
move is either CASEVAC or MEDEVAC. CASEVAC is a 
movement of casualties via any method of transport in an 
expeditious manner. MEDEVAC refers to a patient move- 
ment using pre-designated aircraft or ships, equipped and/ 
or staffed with medical attendants for en route care. 


A USAF C-17 at Ramstein AB is ready to receive 
patients validated/ approved by TPMRC-East. 


(Continued on Page 11) 
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(Continued from Page 10) 


A regulated move is one that is done through the Aero- 
medical Evacuation (AE) system. AE specifically refers to 
U.S. Air Force provided fixed-wing movement of validat- 
ed patients with official patient movement request 
(AF3899). This type of move uses organic and/or contract- 
ed mobility airframes with Air Force or civilian equivalent 
AE trained. 


WHAT IS A PMR OR AIR FORCE FORM 3899? A 
PMR is simply a transfer summary. It’s standard practice 
that when a patient needs to transfer to a higher level of 
care you prepare a transfer sum- , 

mary. The summary has the \Z 
individual’s personal and clini- ua 
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PMR Processing 


January 2018 


much more. Clinically, the PMCC and the VFS review the 
medical situation. They make sure the location that the 
patient is going to is appropriate, they also determine its 
precedence (urgent vs priority vs routine), appropriate 
mode of travel, and make any adjustments or interventions 
needed for safe transportation. Communication is para- 
mount during this process. Once all the information is re- 
ceived, the PMR is validated. 


TPMRC coordinates with Tanker Airlift Control 
Center or the Aeromedical Evacuation Control Team then 
builds a mission plan in TRACZ2ES for in-transit visibility. 
The MTF with the Contin- 
gency Aeromedical Staging 
Facility or En-Route Patient 


cal information, including histo- 
ry of present illness, medica- 
tion, labs, allergies, required 
equipment and what was needed 
next in the patient's care. This is 
the standardized patient move- 
ment process established by the 
Department of Defense (DOD). 
When a patient needs to move 
to a higher level of care, a 


AF Form 3899 - Patient Movement Record 
«Initial patient information completed by physician 
*Legal record in TRAC2ES 

*AE Patient Record that travels with Patient 
*Permanent Medical Record 


ass patient on 
TACC plans = mission; PMC 
~ missions to ‘notifies MTF 
meet time of times 
requirement 


transferred to 
AE Crew and 
plane 


PMR - Patient Movement Request 
«Based on a completed AF 3899 
«Primary product of TRAC2ES 
*Electronic picture of all PM data 
Facilitates ITV of patient to destination 


Staging System are then 
responsible to make sure the 
patient gets to the flight line 
to be handed over to the AE 
crew to take care of the pa- 
tient during the flight to 
their next destination. The 
AE crew usually consists of 
a flight nurse and techni- 
cians. If the patient needs 
more intensive care, a criti- 


PMR/3899 is generated by the 
sending Military Treatment Fa- 
cility (MTF) and submitted to the corresponding TPMRC. 
This 3899 is a legal, electronic record that becomes part of 
the permanent medical record, so it needs to be filled out 
and submitted correctly. This submission is accomplished 
through a computer program called TRANSCOM Regulat- 
ing Aeromedical Command and Control Evacuation Sys- 
tem or “TRAC2ES” for short. If the sending MTF/Unit 
does not have access to TRAC2ES, then an electronic 
form can be filled out and submitted directly to the 
TPMRC and they will input the information. 


WHAT HAPPENS WHEN THE TPMRC GETS THE 
3899? When the TPMRC receives the PMR from a send- 
ing MTF, it is reviewed both administratively and clinical- 
ly (see PMR Processing). The PMC and the PMOO ensure 
the patient is eligible to move, able to be transported using 
the most efficient and effective means of transportation 
(this includes ISOS), able to get to the patient to an air- 
field, logistical and access are completed, TRICARE au- 
thorizations, billing and any attendant information and 
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cal care team (CCATT) can 
be added on to the flight to take care of the patient. 


WHAT ARE SOME UNIQUE ISSUES AT TPMRC? 
Some of the medical factors faced at TPMRCs are battle 
injuries, communicable diseases, ground transportations, 
working dogs, extracorporeal membranous oxygenation, 
burn injuries, Neonatal Intensive Care Unit moves and 
CCATT moves with critically ill patients. We also move 
coalition and allied forces, civilian designees, contractors, 
federal and other government agencies when they need 
help. Additionally, with the deployment tempo in some 
locations, it’s important to be aware of the capabilities of 
each location because of potential poor turnover between 
rotations and the new providers not being aware of local 
resources. If a military airframe is unable to move our 
TRICARE eligible patients, we coordinate with Interna- 
tional SOS to arrange civilian air ambulance movements. 
One of the biggest challenges we face is making all of 
these arrangements and decisions without ever laying eyes 
on the patient. We must question extensively and thor- 
oughly to make sure we understand the patient’s situation. 
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Theater Patient Movement Requirements Center 


(Continued from Page 11) 


TRICARE eligible patients, we coordinate with Interna- 
tional SOS to arrange civilian air ambulance movements. 
One of the biggest challenges we face is making all of 
these arrangements and decisions without ever laying eyes 
on the patient. We must question extensively and thor- 
oughly to make sure we understand the patient’s situation. 


There are a lot of non-medical factors for each 
TPMRC to consider. Some of these are weather, working 
with foreign governments and hospitals, aircraft mainte- 
nance problems, availability of aircraft, crew duty day lim- 
itations, en-route stops, unique immigration rules, diplo- 
matic clearances, local exercises, tail to tail transfers, for- 
eign national issues, and in-flight emergencies. 


WHAT IS IT LIKE WORKING AT TPMRC- 
EAST? Working at TPMRC-East is dynamic and no two 
days are the same. At TPMRC-E, we cover 24/7/365 and 
we never know what is going to happen during our shifts 
at work. Some days and nights are very long, but we know 
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that our Sailor's/Marines'/Soldier's/Airmen's/ 
CoastGuardsmen's/Family Members/ Federal and contract 
employee's lives are in our hands and we want to help our 
colleagues safely and efficiently get the patients the proper 
care needed. If you ever have questions feel free to call. A 
few resources for patient movements are Air Force Instruc- 
tion 48-307, Vol. 1 and the USTRANSCOM Handbook 41 
-1. 


LCDR Elmer L. Jimenez is a MSC/HCA assigned with 
TPMRC-East/USTRANSCOM and is the OIC for the Pa- 
tient Movement Operations and POMI supporting 
USEUCOM, USAFRICOM, and USCENTCOM. He can be 
contacted at NIPR: elmer.jimenez@us.af.mil, SIPR: 
elmer.l.jimenez.mil@mail.smil.mil, DSN: 314-480-8040, 
VOSIP: 304-480-9601. 
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Ramstein AB, Germany. VADM Bono visited TPMRC-East 
and was briefed by Sailors on capabilities, roles/ 
responsibilities, and tactics/ procedures. Pictured from left to 
right: LCDR Elmer Jimenez (MSC/USN), VADM Bono 
(MC/USN), HM1 (FMF/SW) Justin. Joco, and LT Chad 
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Operationalizing the U.S, Navy Surgeon General's Guidance: Implementing the first 


Army Medical Home in Navy Medicine 


LCDR Dominic Romanowski, MSC, USN, MPAS, PA-C. and LCDR Rhys Parker, NC, USN, DNP, CPNP-PC, FNP-BC. 


United States Naval Hospital (USNH) Naples, Italy 


BACKGROUND METHODS CONCLUSION 


U.S. Army units comprised of 260 active duty male and 
female Soldiers in multiple military operational specialties 
are garrisoned near Naval Support Activity, Naples, Italy 


45 


Ita 
of 


with the nearest U.S. Amy medical facility at a distance of 


(0 miles. Historically, these Soldiers deploy to Lithuania, 


Estonia, Romania, and Afghanistan and redeploy back to 


ly. High operational tempo and geographical distribution 
forces and other barriers have posed challenges in 


maintaining medical and dental operational readiness 


eV 


BARRIERS TO READINESS 


denced by an 83% unit readiness status 


An active duty U.S. Navy Physician Assistant (P.A.) at 
USNH Naples explored ways to enhance care provided to 


U 


S. Amy Soldiers in the region. 


Navy healthcare providers were unfamiliar with Amy 
medical readiness health information systems data 
entry requirements and providers lacked user access to 
these systems 


- Soldiers had difficulty with coordination of Dental 


appointments due to high operational tempo. 


Professional relationships between stakeholders to 
include Navy medical providers and the local Army 
commanders had not been fully established. 


- There was no dedicated Navy medical care provider for 


Soldiers. 


- Soldiers were utilizing medical care facilities at distant 


geographical locations other than the Military Treatment 
Facility (MTF) local to the Area of Operations. 


The Physician Assistant recognized the opportunity to 
leverage the U.S. Navy Surgeon General's goals of 
Readiness, Health and Partnerships. 


Readiness: 


The Medical Home Port at USNH Naples dedicated the P.A. 
as the primary care provider for Soldiers while expanding 
services that directly assisted local Army Commanders in 
achieving readiness goals. 


Health: 


In order to provide the best possible health care to Soldiers, 
The Amy Medical Home clinic was implemented at USNH 
to optimize health in March 2017. Deliberate efforts were 
made to ensure Soldiers medical and dental requirements 
were met at the local MTF. 


Partnership: 


He reviewed literature including the Joint Doctrine and 
familiarized himself with U.S. Army Medical Command 
Readiness goals. 


- The PA met with local U. S. Amy leadership 
(Commander, Allied Forces South) to conduct a needs 
assessment and identified opportunities for practice 
innovation including serving as the dedicated clinical 
point of contact for preventive health examinations while 
serving in the capacity of a Battalion Surgeon. 


- Amy Knowledge Online access was granted to the 
P.A.; the PA. obtained access to the U.S. Amy specific 
Medical Protection System; and he consistently 
conducted timely and accurate reporting of Soldier's 
readiness status 


- The PA. facilitated dental evaluation based on dental 
readiness classification. 


Identifying a Navy provider to act in the Battalion 
Surgeon capacity and to interface with local 
commanders has directly enhanced Soldier's readiness, 
health and patient experience while serving as a 
standard for enhancing beneficiaries’ sense of trust, 
continuity of care and optimal readiness. 


These best practices were aligned with U.S. Nav 
Surgeon General's goals and directly improved unit 
readiness status from 83% to 93% {one of the most 
ready units in the U.S. Amy) in the initial 3-month 
period. 
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A “From Battlefront to Homefront” Poster Presentation for the Society of Federal Health Professionals (AMSUS) 126" Annual Meeting, November 28" and 29" , 
2017, National Harbor, IMD, The views expressed are those of the authors and do not reflect any official policy or position of the U.S. Navy, Department of 
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The wisdom of Vanilla Ice on collaboration is as relevant today 
as it was in 1990. Actually, it’s more relevant and astutely cap- 
tured by Secretary of Defense Mattis in his guidance to the De- 
partment of Defense. “I expect you to pursue actively these 
three lines of effort. Set disciplined goals, collaborate across 
components, and model appropriate ethical behavior.” 


The timeless lyrics from Vanilla Ice can be adapted to offer 
three actions for effective collaboration across components. 
Before unpacking them, let’s briefly examine the current state 
of our hyper-connected society in order to appreciate the im- 
portance of collaboration. 


Now, more than ever, we acquire knowledge through commu- 
nicative interactions. We have become a dialogical society; 
one based on the interactive sharing of information. With 
equalized access to information, more people are able act in an 
informed manner. This requires a different set of skills for ef- 
fective leadership. Leaders must create collaborative networks, 
by building strong interpersonal synapses capable of bringing 
people together around ideas and initiatives. Modern business 
models highlight a tectonic shift from the historical perspective 
of command and control to leadership by collaboration. Is the 
military in a position to follow suit? 


The MSC may be on the right track. Over the past five years, 
the framework to enhance the synapses across the MSC net- 
work has been developed. A few examples include the MSC 
and community milBook sites, the quarterly MSC VTCs, 
eMentor, Strategic Goal Groups, and the Rudder. As the most 
diverse Corps within Navy Medicine, we must leverage and 
refine these synapses. Synaptic pruning in human physiology 
occurs when synapses that are frequently used have strong con- 
nections while the rarely used synapses are eliminated. Like- 
wise, the most effective collaborative synapses must be rein- 
forced, whereas those that aren’t must be pruned and supplant- 
ed by new ideas and initiatives. 


The Naval Aviation Enterprise’s approach to Physiological 
Episodes (PEs) this past year is a case study in collaboration. 
Multiple agencies, services and commands came together, de- 
veloping teams around a common purpose in which MSC offic- 
ers played an integral role. These teams included Aerospace 
and Operational Physiologists from Naval Air Forces, Naval 
Safety Center and Naval Air Training Commands; Aerospace 
Experimental Psychologists from Naval Medical Research Unit 
-Dayton and Naval Air Warfare Center-Training Systems Divi- 
sion; Research Physiologists from the Office of Naval Research 
and Navy Expeditionary Dive Unit, as well as Biochemists. 
Initially, these ad hoc teams were sporadic in purpose and coor- 
dination. However, with refined roles, established guidance, 
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and expansion to include essential subject matter experts 
(SMEs), their impact was quickly valued. Through streamlined 
efforts and cultivated synapses, more was accomplished in 
2017 to address PEs than the previous five years combined. 
Work remains, but the collaborative framework is established 
and continually refined to expeditiously develop solutions for 
this complex issue. 


In closing, let’s revisit the three actions for effective collabora- 
tion that Vanilla Ice so aptly laid out for us over 27 years ago: 


Stop — Frame the problem. Establish who is needed (SMEs) to 
develop solutions. Determine the best means of utilizing col- 
laborative technologies and establish strong synapses. 


Collaborate — Maintain a clear purpose (agenda), remove silos 
at all costs, and remain flexible. Establish “by in” and effective 
ground rules for communication. 


Listen — Active listening is required to bridge differing ideas 
into workable solutions. Everyone’s ideas are valuable. 


Truth be told, these three actions are an adaptation from typical 
articles on effective collaboration. The point is to get involved. 


Utilize the collaborative capabilities already established within 
the MSC and your community. If current capabilities aren’t 
don’t seem effective, bring new ideas and initiatives to the ta- 
ble. In this dialogical society, if you aren’t involved, you will 
likely fall behind as one of the uninformed. Collaboration is 
key to individual and organization success both today, and in 
the future. 


Yo, VIP, let’s kick it! 


LCDR Daniel Immeker 
Aerospace and Operational Physiologist 
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Virginia Beach, VA. Stihl Technical Training Supervi- 
sor, Eddie Anderson educates NEPMU2 staff on prop- 
er idle calibration of a Stihl backpack sprayer at the 
Stihl factory in Virginia Beach, VA. 


The Navy Environmental and Preventive Medicine 
Unit (NEPMU) Two recently coordinated a training with 
Stihl Incorporated at the Stihl factory in Virginia Beach, 
VA. The class helped to overcome challenges frequently 
encountered on global health engagements conducted by 
the US military. 


Stihl products are used for pesticide application to 
combat vector borne diseases worldwide, are frequently 
used at Ministries of Public Health in partner nations and 
are used by the US military. A major challenge for pesti- 
cide applicators in partner nations is that the equipment 
fails at an abnormally high rate due to lack of proper 
maintenance and storage as a result of resource constrained 
economies. Equipment repair is a technical skill in high 
demand on engagements; especially because of the impact 
mosquito vectored diseases have on less developed coun- 
tries. As an alternative to the US military donating new 
equipment, conducting a train the trainer course in partner 
nations can reduce the load volume and weight of equip- 
ment aboard ships, reduce the amount of Overseas Human- 
itarian Disaster and Civic Aid (OHDACA) funds used, 
empower the partner nation to solve equipment related 
problems and provide applied experience for US service 
members. 


Technical Training Supervisor, Eddie Anderson 
educated seven Entomologists, Environmental Health Of- 
ficers and Preventive Medicine Technicians at the Stihl 
Factory’s equipment laboratory and testing facility. Stu- 
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dents learned to troubleshoot engine failure, replace key 
components and regain equipment operation. The course 
of instruction revealed how repairs can be made quickly in 
any field setting during global health engagements using 
one tool, simple diagnostic procedures and inexpensive 
replacement parts. Additionally, the class revealed the 
possibility for military application allowing the option to 
include inexpensive sets of tools and replacement parts 
with military supplies for times when Stihl equipment is 
used for force health protection. 


Class participants at the Stihl museum in Virginia 
Beach, VA. From left to right: LT Marcus Mcdonough 
(Entomologist), LTJG Lorie Larkins (Environmental 
Health Officer), HM1 Michael Leonard (Preventive 
Medicine Technician), Mr. Eddie Anderson (Stihl 
Technical Training Supervisor), LT Christian Johnroe 
(Environmental Health Officer), HM1 Charles Hanson 
(Preventive Medicine Technician), HM1 Sean McKay 
(Preventive Medicine Technician), LT Matthew 

Yans (Entomologist). 
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MSCs in Focus 


eK. > 


Arlington, VA (Pictured Left)- LT Lauren Stov- 
er, Physician Assistant, reenlisted HMC Mike 
Herbert on November 16, 2017, at MCPON 
Delbert D. Black's gravesite at Arlington Na- 
tional Cemetery. 


Baltimore, MD. On 08 Jan 18, CAPT(sel) Bohrer, MSC USN (Aerospace/Operational Physiologist) provided the oath of 
enlistment to his son Derek at Military Entrance Processing Station (MEPS), Baltimore, MD prior to Derek's departure 
to USMC Boot Camp at Paris Island, SC. Derek has chosen the Aircraft Maintenance MOS and plans to be a CH-53 
mechanic and crew chief. As an interesting note, CDR Bohrer states Derek went through the Mini-Crucible back in 
2002 at Paris Island when CDR Bohrer was stationed as MCAS Beaufort as the Marine Aircraft Group 31 Aeromedical 
Safety Officer and now Derek will get to "enjoy" the full experience. Wishing him the best of luck and a warm welcome 
to the Navy! 
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MSCs in Focus 


Shipmates welcome CAPT Patricia McCafferty as the first Medical Service Corps officer to take command of Expedition- 
ary Medical Facility. Welcome Aboard! 


1st Row (L-R): CAPT Michael Reineke (EHO), Executive Officer, RDML Mary Riggs, Commander - Navy Reserve Ex- 
peditionary Medicine, CAPT Patricia McCafferty (Dietician), Commanding Officer 2nd Row: CDR Kris Bradsher (HCA), 
LT Summers (Clin Psych), LT Kelly Mitzen (PA), LT Prima Baines (HCA), LTJG Amy Brown (HCA) 3rd Row: LT John 
Wagner (HCA), LT Devon Peter (HCA), LCDR Timothy Strickland (HCA), CDR Matthew Bagnall (HCA), CDR Lloyd 
Davis (Clin Psych), LT Joel Sheingold (HCA), LCDR Wale Onamade (Pharmacist), LT Bryce Mendez (HCA) 


21 


Tat RUDDER 


Navy Medical Service Corps January 2018 


MSCs in Focus 


Naval Station Rota , Spain. Officers from Navy Environmental and Preven- 
tive Medicine Unit 7 (NEPMU-7) participate in MSC Corps Chief leader- 
ship book club as they discuss "Crucial Accountability". From front left 
moving clockwise: LCDR Jason Rice (PMO), LT John Engel (IHO), CDR 
Karen Corson (EHO), LCDR James Lagger (HCA), and LT Chris Olson 
(EHO). 


Education & ‘Training Management 
Radiation Health Specialist 
Financial Management 
Environmental Health 


Health Care Information Systems 
Biochemistry/ Toxicology 
Occupational Therapy 

Manpower/ Personnel 

Physician Assistant Clinical Psychology 


Medical Technology Industrial Hygiene 


Physical Therapy Entomology 
Microbiology Audiology 
Podiatry Dietetics 
Pharmacy Optometry 
Physiology Social Work 


Medical Logistics 
Operations Analysis 
Patient Administration 


Research Psychology 

Aerospace Physiology 
Health Care Administration 
Plans, Operations & Medical Intelligence Aerospace Experimental Psychology 
Health Facility Planning and Proiect Officer 
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MSCs in Focus 


Portsmouth, VA. Current and former Radiation Health Officers attend a Hands-On Computed Tomography Physics Workshop 
16-17 Dec 2017 at Naval Medical Center Portsmouth (NMCP) along with their Air Force counterparts. 

Pictured L-R: Mr. Doug Pfeiffer, Medical Technology Management Institute; LT Jessica Saunders, NMCP; LT Caleb Tracy, 
Naval Hospital Jacksonville; LCDR Christopher Jackson, Naval Air Force Atlantic; Capt Jared Meharg, 96th Medical Group, 
Eglin Air Force Base; LTJG Ronnie Bolden, NMUCP; CAPT(ret) Jerry Thomas, Medical Technology Management Institute; 
LTJG Aaron Mehlberg, Naval Health Clinic Charleston; LCDR(ret) Rick Van ay, NMCP; LCDR(ret) Deborah Shumaker, 
Walter Reed National Military Medical Center; LCDR Logan Allen, NMCP; and LCDR Scotty Jones, Navy Medicine East. 
Not pictured: CAPT(ret) Brendan Glennon, LCDR James peitel, LCDR John Pavlica, LT Andrew Hoy, Capt Timothy Smith, 
Capt Kathryn Wagner, and LTJG Shaun Dahl. 
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From the Detailers 


ORDERS RELEASE UPDATE: 


The fiscal climate at PERS remains healthy and PERS has been able to release PCS orders at least 6 months prior to the detach 
month. 


Keep in mind that many of you have a part to playan'a smooth and timely orders-approval/release process. The individual officer 
is responsible for ensuring that Overseas and Operational Screenings are completed tna timely manner. In addition, for those 
officers who have dependents enrolled in the Exceptional Family Member Program (EFMP), you must ensure that is up to date. 
Being incomplete or delinquent in any of these areas results in an “all stop”-of your orders as they route for approval. 


If you have a PRD any time between now and the end of February 2019 and have not already begun discussing the PCS plan with 
your Specialty Leader and Detailer, please reach out to them to begin communication. 


LETTER’S OF INTENT (LOIJs): 


Each officer is responsible for ensuring his/her record is up to'date.. Keep in ghd that the Promotion Board sees your Officer 

formance Summary Record (PSR) whe voting on your record “dn the tank”. The Board Mem- 
ber assigned to brief your record algo reviews your FITREPS, awards, and other supporting documentation to prepare notes that 
assist them in briefing your record td,the other members. While you should verify the accuracy of your entire record, you should 
focus your efforts on ensuring that your OSR, PSR, FITREPS, and awards are accurate and o-date. Please use the attached 
Officer Record Management Brief to guide you on where to go to request updates to the vafious areas of your record. Keep in 
mind that the update process can be slow. ‘So, start early in your career. A good rule offthumb is to verify the accuracy of your 
record at least once per year. 


aur’ Rene! aeons record aes 


Selection Boards: 
http://www.public.navy.mil/bupers-npc/boards/Pages/default.aspx 


Request Extension: 
http://www.public.navy.mil/bupers-npc/officer/Detailing/rlstaffcorps/medical/Pages/default.aspx 
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January 2018 Crossword Puzzle 
By: LTJG Rommel Rabulan 
*** Answers may consist of spaces*** 


Across 
Onginally a place where officers kept them spare wearing apparel. Today, aboard ship 1s where officers take their 
meals. relax, and socialize. 


Any piece of paper, from a pass to an official letter. requesting some privilege. 
Denim jumpers and trousers. Officers and enlisted were authonzed for wear m 1913. 
Kitchen of the ship. 

Used world-wide to denote one’s speed through water. 

The first US Navy Admiral. 


Down 
The only flag authonzed to fly zbove the National Ensign. but only done at sea and dummg the hours of divine service 
for Navy personnel. 


Old traditional greeting for hailing other vessels was ongimally a Vilung battle cry. 


***Scan and email your answers to rommel! rrabulan oul @mail mi]. The winner will be recogmized and answers 
provided im the next edition of The Rudder *** 
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Winner of the December 2017 Crossword Puzzle 
LT Gwendolyn M. Gentry, MSC, USN 


***Ansowers may consist of spaces*** 
Across 


. Most suitable for periods of 10 days or less when 
significant accomplishments on duty or in traming 
warrant (abbreviated) 


. The nght side of the ship 
. Admunistrative Remarks (page 13) 
. Ammor 


10. Aka “Bathroom” 


Down 


. Admiral Zumwalt mplemented these naval messages 
sent directly to the fleet 


. For penods over 10 days, but less than 90, consider 
submithing a report (abbreviated) 


. Fitness Report & Counseling Record (W2-06) 
. “lunderstand and will comply” 


. The Good Conduct Medal ts awarded to enlisted 
members; represents consecutive years of 
“honorable and fathful service” 
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Medical Service Corps 
Director, 
RDML Anne M. Swap, MSC, USN 


Bureau of Medicine & Surgery 

Office of the Medical Service Corps (M00C4) 
7700 Arlington Blvd, Ste 5135 

Falls Church, VA 22042 


Phone: 703-681-8548 

DSN: 761-8548 

Fax: 703-681-9524 

Email: MSC Corps Chief’s Office 


Deputy Director Career Planner 


January 2018 


The Medical Service Corps supports Navy Medicine’s 
readiness and health benefits mission. It is the most 
diverse Officer Corps in Navy Medicine with 31 spe- 
cialties organized under three major categories: 
Healthcare Administrators, Clinical Care Specialties, 
and Healthcare Scientists. There are over 3,000 active 
and reserve MSC officers that serve at Military Treat- 
ment Facilities, on ships, with the Fleet Marine Force, 
with Seabee and special warfare units, in research cen- 
ters and laboratories, in a myriad of staff positions with 
the Navy and Marine Corps, and with our sister ser- 


vices around the world. 


Policy & Practice 


CAPT Ray Stiff, MSC, USN CAPT Marty Kerr, MSC, USN CAPT Karla Lepore, MSC, USN 
Comm: (703) 681-8547 Comm: (703) 681-8915 Comm: (703) 681-8896 


DSN 761-8547 DSN 761-8915 


DSN 761-8896 


raymond.d.stiff.mil@mail.mil martin.w.kerr.mil@mail.mil karla.m.lepore.mil@mail.mil 


Reserve Affairs Officer Executive Assistant/Action Officer Liaison Officer 


CAPT Michael Medina, MSC, USN LT Tammy D’Alesandro, MSC, USN LT Beau Tice, MSC, USN 
Comm: (703) 681-8904 Comm: (703) 681-8924 Comm: (703) 681-9257 


DSN 761-8904 DSN 761-8924 


DSN 761-9257 


michael.j.medina5.mil@mail.mil tammy.|.dalesandro2.mil@mail.mil beau.r.tice.mil@mail.mil 
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